Aims: Local governments in the Scandinavian countries are increasingly committed to reduce health inequity through 'health equity in all policies' (HEiAP) governance. There exists, however, only very sporadic implementation evidence concerning municipal HEiAP governance, which is the focus of this study. Methods: Data are based on qualitative thematic network analysis of 20 interviews conducted from 2014 to 2015 with Scandinavian political and administrative practitioners. Results: We identify 24 factors located within three categories; political processes, where insufficient political commitment to health equity goals outside of the health sector and inadequate economic prioritization budget curbs implementation. Concerning evidence, there is a lack of epidemiological data, detailed evidence of health equity interventions as well as indicators relevant for monitoring implementation. Concerted administrative action relates to a lack of vertical support and alignment from the national and the regional level to the local level. Horizontally within the municipality, insufficient coordination across policy sectors inhibits effective health equity governance. Conclusions: A shift away from 'health in all policies' based on a narrow health concept towards 'health equity for all policies' based on a broader concept such as 'sustainability' can improve ownership of health equity policy goals across municipal sectors.
Introduction
The Scandinavian countries and their welfare policies have long been known for their ability to reduce income inequity while boosting economic growth [1] . Health equity has been an explicit political goal in Scandinavia for decades [2] . Nevertheless, average health improvements have not been followed by reduced inequity -at least not between socioeconomic groups. In other words, a strong social gradient in health persists in spite of overall improvements in average wealth and health. This paradox may partly be explained by the lack of success of public health efforts to improve health of citizens with low income and limited education.
Tackling health inequities requires long-term prioritization, which requires that the national and local governments can develop policy suggestions containing information on the consequences of budgets and expected impact across all policy sectors. There are three perspectives to health equity [3, 4] : First, the gap between socially marginalized and the rest of society conceptualizes the issue in which serious social conditions or mental and somatic problems, often early in life, marginalize people in terms of labour market, housing and family life [3, 4] . Understanding the equity challenge for health policy accordingly invokes actions from municipal social services, labour market services, housing policies and health services. Second, the social gradient of risk of disease emphasizes the mechanism in which ill health occurs throughout the population in accordance with a social gradient [3, 4] .
Employing this perspective entails placing emphasis on the prevention of ill health over the life course in municipal sectors dealing with childhood conditions, schools, environment, health behaviours, etc. Third, the social gradient in consequences of disease draws attention to the phenomenon where survival and other consequences of illness such as disability, labour market participation, etc. occur more frequently among patients who have a short education. This perspective results in municipalities placing emphasis on actions by health or employment services where rehabilitation plays an important role in order to reduce disability and facilitate return to the labour market after illness [4] .
Within the last decade, Denmark, Norway [5] and Sweden [6] have all passed legislation that in different ways offers local governments key roles in public health, including health equity. Even though the national and local levels in Scandinavia are increasingly committed to tackle social inequities in health, the Institute of Health Equity, in their European review on the social determinants of health, finds that there is little evidence that demonstrates that the 'health equity in all policies [HEiAP] agenda has significantly penetrated into more mainstream local government work …' [5,7: p.166] . Indeed the implementation of health equity in all policies (HEiAP) has been difficult to achieve in practice [8, 9] , thereby raising the research question of this study: 'which factors impact municipal implementation of HEiAP in Scandinavia?'
Municipal health equity governance
There are three types of knowledge relevant for the municipal implementation of HEiAP: epidemiological knowledge of causes and mechanisms driving the health divide; awareness of interventions and policies that effectively tackles those causes; and, finally, an understanding of the contextual preconditions needed for implementing the policies across municipal sectors [10] . With regards to the former knowledge on the epidemiology of health, inequalities have significantly increased during recent years [7] . The same can be said concerning cost-assessed public health and clinical interventions [7, 11, 12] ; however, less is known of their differential effects across socioeconomic groups. Existing HEiAP implementation evidence revolves primarily around policies operating at the national level [9, 13] . The contribution of this study is to add to the literature on the topic relevant for academics within two branches of literaturemedical implementation science and political scientific policy implementation science [14] -as well as local and national government political-administrative health equity practitioners.
The successful implementation of health policy requires clear and consistent objectives, adequate causal theory, appropriate incentives, skilful implementers and support from stakeholders [15, 16] . However, more specific evidence concerning the local implementation of health equity policies in high-income countries is sporadic; a study of the municipal implementation of a cross-sectorial health equity policy in Holland indicates that political priority is vital for effective implementation, in particular in regards to investments in sustainable policies, actions and infrastructure [17] . Political support was in this case obtained by moving the focus away from 'unfairness' and towards 'societal participation', which required competent policy entrepreneurs at both the administrative and political level [17] . A British study finds that despite local political priority, implementation is curbed by insufficient monitoring, lacking integration between policy sectors, and contradictions between health inequalities and other policy imperatives [18] . These studies are -among other health equity implementation studies [19, 20] -theoretically based on Kingdon's multiple stream theory in which successful implementation depends on an alignment of the problem stream (politically recognized problems), policy stream (suitable solutions) and a politics stream (political opinions, actions and conflicts between political forces and interest groups, etc.). Policy entrepreneurs can facilitate the alignment of these streams, thereby creating a 'window of opportunity' that promotes health equity policy implementation [21] .
Literature on the implementation of health equity governance across policy areas demonstrates that it can usefully be discussed in relation to politics, organization and knowledge [13] .
Promoting the implementation of health equity in all policies in Scandinavia begins with conceptualizing 'the health inequity problem' at the political level, though less is known about the political challenges at the municipal level [9] .
Concerning organization, local equity governance involves horizontal coordination within the municipal administration because the determinants that produce inequalities involve several policy sectors. We have constructed Table I below, as such a table cannot be found within the existing literature concerning local implementation: it illustrates a Scandinavian 'local government health policy matrix' that depicts the complexities and interdependencies of health equity governance at the local level. The exact responsibility of the different policy sectors might vary [13] .
As all levels of government (national, regional and local) are involved in the development and implementation of health policies, health equity governance has been characterized as both decentralized and multilevel [22] . That challenges vertical support, alignment and coordination locally [Ibid] .
In order for municipalities to implement interventions that reduce health inequalities, different forms of knowledge are necessary. Initially scoping the problem necessitates an epidemiological description of the size and development of the local health inequalities, as well as the local distribution of the determinants of social health inequity [4] . Concerning the latter, municipal awareness of which policies (and underlying causal mechanisms [7] ) are effective in changing the occurrence and distribution of the main determinants of health inequalities is necessary [4] . Subsequently, these policies have to be linked to the municipal sectors responsible for implementing them, as illustrated in Table I . Finally, knowledge of the interventions' cost-effectiveness, as well as their local implementation depth and width, is relevant.
Despite the existence of evidence concerning health (equity) policy implementation, it is not always presented in a form useful for responsible change agents. Thus, in order to support municipal staff responsible for implementation, strong evidence is in itself insufficient. Successful implementation requires research that is responsive to user needs, strategic communication, effective stakeholder engagement and an understanding of the local decision-making environment [23] .
Methodology
This study provides an analysis of the implementation issues related to HEiAP governance at the municipal level in Denmark, Norway and Sweden. The study is based on a research and development project commissioned by the national health authorities in the three countries in combination with Scandinavian local government associations [24] . The three countries represent similar public, universal integrated health systems. Furthermore, they share a common high prioritization of health equity and have a similar configuration at the local level where they rely on a decentralized structure with semi-autonomous municipalities as the main locus for delivering public welfare services [16] .
We interviewed political and administrative respondents in local and regional governments selected according to a maximum variation sampling strategy with regards to size, location (urban/rural) and experience (little/extensive) in combination with verifying that the municipality has a political goal of reducing health inequities. The purpose of this sampling strategy is to create a wide basis for obtaining insights into factors relevant for municipal health equity governance in Scandinavia and not to carry out a comparative analysis between the countries. The selected municipalities were in Norway (local government: Innherred Samkommune, Frederikstad and Kristiansand), Sweden (regional government: Vester Götaland; local government: Botkyrka, Malmö, Luleå and Degerfors-Karlskoga) and Denmark (local government: Copenhagen, Ishøj and Vordingborg).
Data collection consisted of 20 45-90-minute interviews conducted by the three authors. The individual respondents were selected in order to obtain variance on both the vertical (different levels of management) and horizontal (across municipal sector) The interview transcriptions were analysed in NVivo 10.0 software. The analysis followed the steps of Attride-Stirling's thematic network analysis, which in this case entails a hybrid process of inductive and deductive coding [25] .
Step 1 was to code text segments with an interpretative title. This process generated an extensive amount of codes resulting in 60.899 words of coded material relevant for this project. Not all codes were relevant reporting. Starting off on the conceptual framework presented the previous section, Municipal health equity governance, how the codes are interconnected was inductively explored in order to identify 24 relevant basic themes (step 2).
These basic themes highlighted factors relevant for municipal HEiAP governance. Subsequently, these factors were based on the interview guides deductively clustered into higher-order themes called 'organizing themes' (step 3) giving rise to the dimensions. Finally, deductively based on the study's research question, these dimensions were assembled into the analysis' global theme of 'factors relevant for Scandinavian municipal HEiAP governance' (step 4). This process is illustrated in Table III , which outlines the different steps of the analysis as well as the dimensions derived from the interviews. Through these steps, a data-driven conceptual framework of factors relevant for Scandinavian municipal HEiAP governance has been developed.
The thematic network analysis is used to structure the section containing the results, which contains key quotes and analysis aimed at demonstrating their mutual relationship, as well as their connection, to the dimensions.
results

Political processes
Political commitment. All of the included municipalities within this study have a declared political goal of reducing health inequities. Despite that, we found that the implementation of HEiAP suffers because of insufficient political commitment:
…at the end of the day is the most important factor [in connection with implementing HEiAP] how high the topic is on the political agenda…. I don't really know if you can find municipalities where the topic is so high up on the agenda that it spills over to all [municipal sectors]. (Danish municipal executive public health politician)
Even though the central municipal board has committed itself politically to implementing HEiAP, it will not yield success unless the subordinate municipal sector boards follow suit:
The fact that there is one agreed upon health policy in the municipality [covering all sectors] it does not mean that everybody follows it. We have plenty of goals with specific guidelines. The committee for children and adolescent confirmed [the health policy]; as did the people within the area of coordination… however, that did not result in the action behind the words. (Danish municipal executive health politician)
Central administrative health professionals have a challenge when advocating health promotion in Without feedback concerning the implemented interventions' health effects, it is difficult to maintain a sustained political focus and carry out the necessary adjustments on health equity policies across policy sectors.
Political-level budgeting. Success in connection with political budgetary negotiations may be more easily achieved with knowledge of health equity interventions' costs and effects: 'The arena for the decisions is the annual budget. Everything ends up there. …of course, all activities have a price, and all activities will be evaluated in relation to how they contribute to the overall strategies' (Norwegian municipal health politician). Obtaining access to the 'budget arena' can be difficult as there lacks any evidence-based knowledge of the health equity interventions' costs and effects: 'When we can support our proposals with scientific evidence it gives the political leadership more confidence in allocating the money. When we show up with more assumptions than evidence, we seldom get • National and regional government levels fail to deliver adequate support to the municipal level:
• concerning epidemiological data and catalogues of evidence-based interventions • because each region contains multiple heterogeneous municipalities concerning the health equity problem, policies and organization, which impedes effective regional support • National, regional and municipal government levels are unaligned (e.g.
concerning economic incentives and management structures) • Municipalities in Denmark and Sweden are free to prioritize health equity promotion as they wish (no national legislation)
Vertical coordination
• Lack of epidemiological data on social distribution of the main health equity determinants at the local level
Epidemiology Evidence
Lack of knowledge outside of the health sector of health (equity) interventions': much money' (Norwegian municipal public health administrator). Obtaining political support for the economic prioritization of HEiAP does, in some instances, require more than evidence of the interventions' costs and effects. Politicians are increasingly requesting business cases; that is, evidence concerning interventions that create an economic surplus within the municipal budget: 'I really need to find the evidence and the business cases I can bring with me to the big table for budgetary negotiations. I really need these cases where I with confidence can say: "this will pay of "' (Danish municipal executive health politician).
Summing up, the factors described above relate to the political processes within the municipality that concern lack of political commitment to the agreedupon health equity goals in combination with challenges related to budgeting at the political level.
Administrative concerted effort
Political-administrative issues of health equity promoting policies and interventions pertaining to organization are related to horizontal intra-municipal coordination and vertical coordination; that is, across the local, regional and national government levels.
Horizontal coordination. There is no dominant administrative organizational model for the implementation of HEiAP within the interviewed municipalities. Within each country, we identified the same two organizational models at the municipal level: a central health unit model, which is most often used, and a matrix organization model, where the health promotion responsibilities and corresponding staff are spread across municipal sectors. The matrix organization may also include executive administrative and political central coordination.
Problems occur in the central health unit model when their staff employs their professional discourse outside of their own administration:
Nobody need to talk about health promotion as long as they work with health promotion. The danger is if we go back to the idea that it is only the health services that promotes healthy living. If we [the health sector administration] believe that, then we have lost. (Norwegian municipal health administrator)
In the less frequently applied matrix organization, the responsibility for developing and implementing HEiAP is shared between policy sectors from the start of the process. That is beneficial for ownership and horizontal coordination:
The inter-sectorial work with formulating visions, direction, and programs has created much stronger ownership of the proposals across sectors. The whole process has meant that the public health issue has penetrated much deeper into the thinking of all administrations. For the school administration, it has now become very natural to think about the role of schools in the public health program. (Swedish public health executive administrator) However, it is important to combine executive administrative officers with politicians in order to secure operational action as well as political leadership:
We previously had a public health group with executive leaders from all of the administrations, but now we have a group of politicians. The previous solution was much better because they were very action oriented and made things happen. The politicians more often end up in long discussions on issues they then have to take back to their parliamentary party groups. The central political leadership is decisive! (Swedish public health executive administrator)
This quote also indicates how political prioritization impacts horizontal coordination.
We found three municipalities that approach HEiAP governance with a discourse that moves outside the health paradigm and emphasizes broader societal goals such as 'social sustainability'. These municipalities reported a higher rate of success in implementing health equity across policy sectors: 'Our progress in connection with tackling health inequities is caused by us linking environmental issues and social [inequity in health] issues long time ago' (Swedish health administrator in municipality 1). Even though the health equity concept becomes less prominent, these municipalities have created a stronger ownership across sectors:
I wonder how important it is that we call it 'public health work'…we have adopted much of the [public health equity thinking], and we do a lot of the right things, but we call it something else [in our policies]. I think it gave us an advantage that we started out in environmental and social policy. We worked for sustainable development and ensured the political support. (Swedish public health politician in municipality 2) While this approach may improve cross-sectorial adherence to HEiAP, the municipality may risk losing sight of core health issues: 'The regional government takes care of diseases' (Swedish municipal public health director). The point of focusing on sustainability in order to improve horizontal coordination is also relevant under the category 'political commitment', as it also increases the central municipal boards' adherence to the health (equity) policy.
Vertical coordination. The national and regional government levels in all three countries are obligated to promote and support municipal efforts towards improving health equity. Specifically, the municipalities request locally adaptable health equity policy suggestions and interventions:
We are roaming through the darkness. We want to do something, but we do not know what to do. So we work by trial and error. When the national health authority tried to develop guidelines in connection with mitigating social inequity in health they found out that it was too complex because nobody had the necessary knowledge. (Danish executive municipal health promotion officer) Second, municipalities depend on regional and national governments providing epidemiological data on health determinants: 'Data, data, data!' (Danish executive municipal public health administrator's answer when being asked what the national and regional level can do to support local HEiAP). While these problems are labelled as pertaining to the organization category, they are also relevant in the 'evidence' category.
An integrated effort between the regional and local levels is challenged by the regions containing multiple municipalities: 'Our region includes 49 different municipalities, so of course we cannot be very concrete in terms of what each municipality should do. And they don't like us telling them what to do' (Swedish regional authority health administrator). The challenge concerning horizontal coordination is not only experienced by Swedish regions. Municipalities perceive that unaligned economic incentives and incompatible management structures inhibits an optimal health promotion effort:
…it is a problem when a trinity [of regional primary/ secondary health services/local health promotion] has to corporate because of different economic incentives and different structures in the management. We have a region [in charge of hospitals], private medical practitioners and the local level who all try to avoid problematic cases…. (Danish executive municipal public health administrator)
Scandinavian municipalities have extensive autonomy vis-a-vis the regional and national level. Only Norway has legislation with municipal obligations that include inter-sectorial policies for health, health impact assessments and the development of local health overviews [5] . This legislation is an example of national support and thereby vertical coordination that promotes municipal budgetary prioritization of the health equity interventions: 'The Public Health Act provides us with a legitimacy that is very important, and when we can support our proposals with scientific evidence it gives the political leadership more confidence in allocating the money' (Norwegian public health administrator). This problem intersects the multiple coding themes: 'evidence', 'vertical coordination', 'political commitment' and 'implementation'.
Summing up, issues related to organization concern horizontal coordination where a central health unit model is considered less effective than a matrix unit model. Improving health equity across sectors requires operating within the individual sector's discourse. Factors on the vertical axis revolve around lack of support from national and regional levels, unaligned economic and management structures as well as a lack of municipal health equity promoting legislation in Denmark and Sweden.
Evidence
Epidemiology. Epidemiological data on the social distribution of the main health equity determinants facilitates political awareness of the problem:
The politicians had not realized the size of the health inequalities in our small community. They thought that it might be an issue in other countries like Russia. But the figures from the youth data [report] showed a very steep social health gradient among our youth…. that became quite an eye-opener… we all realized that we have a responsibility. (Norwegian municipal public health officer) This issue also relates to the coding theme of 'vertical coordination', as Scandinavian municipalities rely on national and regional governments for such data.
Effects. During the interviews, three forms of evidence concerning interventions in demand were identified, as described above. The issue of lacking evidence-based interventions causes problems at the administrative level, as illustrated by the quote from section concerning vertical integration where the Danish municipal health promotion executive officer requests support from national and regional authorities. The lack of evidence-based knowledge curbs the political economic prioritization of health equity efforts:
We realise that reducing health inequalities is not an easy task. The cookbook on that issue is very thin. If you turn to the researchers, you will find very little, and what you find is very difficult to translate into something useful for a municipality. You find this kind of more general advice -very superficial. (Norwegian municipal public health administrator)
This demonstrates the close connection between 'evidence' and 'political processes'.
Implementation. Only few of the very large municipalities have some knowledge concerning the width and depth of the implementation of interventions outside of the health sector. Even among these municipalities the task of monitoring implementation outside of the health policy area is challenging: 'We have a target concerning an early multi-professional effort, but we find it really difficult to measure. It quickly turns it into indicators, which are too far from what we actually do' (Danish municipal administrator within youth/children). Smaller municipalities choose to steer by other means than conventional indicators and targets: 'Indicators and benchmarking: We have deliberately avoided that. With new public management, they introduced a hell of a lot of instruments, hierarchies of targets, etc. We have left that and focus instead on values and dialogue' (Norwegian municipal administrator). Values and dialogue is ill-suited for measuring the effects of health equity initiatives that ultimately express themselves quantitatively in morbidity and mortality distributed on the social gradient.
There lacks a 'common language' between the health policy areas and the politicians, as well as administrators from other policy areas with relevant cross-sectorial indicators, categories and statistics: I know we are doing public health work when we are preventing school dropout, but is it necessary for me to call it that? At the same time, I use the words 'public health' every time I talk to the politicians about our strategies, etc. I just want to use other headlines when I talk to the school people. They want to talk about bullying, strengthening pedagogical programs, motivating students, etc. (Norwegian municipal public health officer) This quote demonstrates how barriers concerning monitoring implementation intersect with 'political commitment' to health equity goals and 'horizontal coordination'.
In Sweden, however, the problem of the lacking 'common language' has, in part, been met by the national government developing 11 health determinants in combination with a series of indicators, which facilitates municipalities operating with health determinants rather than health outcomes:
Since 2002, we have had the 11 determinants, and that has been a key factor behind the implementation of 'health in all policies'. The targets are linked to these determinants that have been quantified at the national level…. I think the national targets have been relevant, even if it took many years before they were used locally. (Swedish municipal public health politician) Developing these health determinants demonstrates the importance of 'vertical coordination' for the availability of knowledge that is also needed in Denmark and Norway.
Summing up, within the evidence category we have identified factors concerning locally relevant epidemiological data, which is necessary in order to scope the local size of the health equity problem. Moreover, the municipalities request catalogues of evidence interventions across sectors, an associated 'health equity common language' and indicators used for monitoring implementation that transverses sectors. Finally, there is an explicit demand for evidence concerning inter-sectorial health equity governance; that is, how to promote cooperation between the municipal sectors in practice.
Discussion
Political processes
Securing political commitment to the political goals of reducing health equity, for example, through a HEiAP approach, is a difficult but essential task. A key problem concerns that policy sectors outside of the health area find it difficult to relate to a narrow focus on health equity. One method of improving cross-sectorial adherence to health equity policies is by employing a broader understanding of the health concept, based, for example, on 'sustainability' as it is understood by the Brundtland Commission; that is, 'providing for human needs without compromising the ability of future generations to meet their needs' [26, 27] . Emphasizing broader concepts such as 'social sustainability', 'human rights' or 'civic participation' can increase political adherence across sectors because they are a easier to relate to compared to a narrow focus on health equity and its unfairness [17, 27] . However, accentuating these broader concepts is not intended to supplant a necessary focus on the unequal burden of disease. Health equity impact assessments that quantitatively measure policies that impact on health inequalities can ensure that such focus is maintained.
Another approach to increase political commitment to the health equity agenda outside of the health sector is considering a shift from 'health in all policies' to 'health for all policies' [28] . In the latter approach, health interventions are implemented in order to improve effectiveness of certain policies, as illustrated in the following examples. First, in connection with the labour market, policy sector rehabilitation studies demonstrate that the chance of returning to work is strongly influenced by educational level. Second, a negative spiral has been documented concerning the educational policy sector: children with poor cognitive development when starting school experience learning difficulties, which increases their risk of further developing mental symptoms that subsequently increase learning problems [29] . Prioritizing the improvement in health at the lower end of the gradient will increase the amount of people returning to work in the former example and increase learning among children in the latter, thereby demonstrating how a focus on health improves sector efficiency. The 'health for all policies' approach is also suitable to penetrate political-administrative barriers between the health sector and the rest of the municipality as it links to the concept of a 'social investment' welfare policy.
The municipal budget is the primary arena for the political prioritization of health equity. Accordingly, knowledge of interventions' health impacts, costs and thus (preferably differential) cost-effectiveness is important for prioritizing, budgeting and reallocating resources [30] . However, the international literature on these issues is fragmented [30] . Accordingly, there is a need for developing catalogues with this information, which is a task shared by academia and national governments. This is a challenging task, which contains a dilemma: the necessary evidence must be context-specific, while, at the same time, also employ complicated research that cannot be produced locally [19] .
Concerted administrative action
One of the key challenges in implementing HEiAP relates to the structure of local government administrations in which systematic cross-sectorial implementation is difficult to achieve. The problem arises because determinants generating health inequalities involve the vast majority of municipal policy sectors, as illustrated in Table I . The central health unit model is more widespread than the matrix model, which is problematic, as central health promotion 'brokers' have to penetrate administrative silos (or even 'castles' [9] ) in order to implement the crosssectorial implementation of health aspects [31] . The important aspect of HEiAP concerns how sectors in which policy options promote health equity in other sectors adjust their policies to optimize such potential [4] . Horizontal coordination and collaboration may often prove necessary, making it important that the organization can facilitate such processes. In the case of Sweden, some regional authorities, where health equity is subject to a high degree of political commitment to health equity goals, have successfully established cross-sectorial commissions with an explicit focus on these processes [24] . In order to improve ownership and policy design, all municipal policy sectors should preferably be involved 'on equal terms' as early as possible when implementing HEiAP proposals.
There is a considerable implementation capacity span across local governments in Scandinavia due to a significant variance in size, resources and in their prioritization of the problem [5] . National authorities have developed 'health promotion guidelines', however, they primarily aim at promoting average health, thereby leaving municipalities with a knowledge gap concerning interventions aimed at tackling inequalities. The national and regional levels are committed to supporting the local level in all three countries [5, 6] . National guidelines can promote political prioritization, a high level of evidence in the implemented policies concerning interventions as well as in connection with monitoring, as demonstrated in Norway [5] .
Evidence
There exist extensive reviews concerning the causes and mechanisms of health inequalities, as well as the relevant policies, described in broad terms [4, 7, 32] . However, there is a deficit of detailed knowledge concerning interventions outside of the health sector; that is, insight into the specific changes that has to occur among municipal front-line staff servicing citizens.
Health (equity) impact assessments are relevant when estimating the expected effect of municipal interventions. Nevertheless, this method is seldom used in Scandinavian municipalities, partly because the technology remains complex [5, 33] . Our informants rarely expressed demand for such information; however, that may also be explained by the low supply of relevant scientific evidence.
As demonstrated by the national reviews, there are challenges associated with describing which interventions are implemented across policy sectors; qualitatively, the problem concerns the lack of a 'common language' that can bridge the health sector with other policy sectors and, quantitatively, there is an insufficient amount of indicators outside of the health sector [11] . Sustained political prioritization and effective horizontal coordination of HEiAP would benefit from the development of such monitoring instruments.
Intersecting factors
Based on our results, inspired by Kingdon's model with three intersecting categories [21] , and as discussed above, we see that the factors ('basic themes' according to Table II ) and themes ('organizing themes' according to Table II) intersect with each other, as illustrated in Figure 1 .
Effective political prioritization requires evidence concerning local epidemiology, interventions and implementation. A systematic use of health (equity) impact assessments across policy sectors, for example, requires political prioritization because they are complex and require the significant allocation of resources [5, 33] . Proper horizontal coordination requires a 'common language' relevant for monitoring interventions, while access to epidemiological data depends on the municipal interplay with regional and national government levels; that is, vertical coordination. The centre of the figure where all three circles intersect illustrates two points. First, it is relevant for issues where themes from all of the categories cascade into each other; for example, HEiAP policy formulation, budgeting and activities aimed at evaluating HEiAP implementation. Second, the centre illustrates a 'sweet spot' of local HEiAP implementation; that is, a situation where all of the factors are successfully dealt with. One of the limitations of this study is that we have not been able to identify a 'showcase municipality' that has achieved a full rate of success. Achieving such success will, in any case, be difficult until comprehensive catalogues of hard evidence concerning municipally relevant, cost-effective, assessed health equity interventions applicable in a 'health for all policies' are developed. According to our study, the Malmö Municipality has, among others, through its focus on 'social sustainability' most successfully approximated the 'sweet spot' of HEIAP implementation [23] .
conclusions
Despite an improved legislative focus and increased local political prioritization, the majority of Scandinavian municipalities are struggling to find ways to reduce social health inequities. This raises the question of 'which factors impact municipal implementation of HEiAP in Scandinavia?' This study identifies 24 intersecting factors across seven themes that fall into three categories: political processes, evidence and concerted administrative action. The identified factors intersect and operate at multiple government levels that involve complex interdependencies and coordination issues.
Our central recommendations relate to the demand of knowledge in the form of data on health determinants necessary for the municipal scoping of the health equity challenge; the development of catalogues of evidence-based interventions in order to facilitate municipal budgeting processes at the political level; and the development of a 'common language' that -in combination with matrix organization -can improve ownership, communication and implementation across policy sectors. Supplementing the focus on health outcomes with broad concepts such as 'social sustainability' can facilitate implementation of 'HEiAP' because policy sectors outside of the health sector can find them easier to relate to than the narrower concept of 'health equity'. Knowledge, primarily on differential effects and costs of interventions, is in demand, and both national and regional levels have a responsibility in providing both national and international evidence needed by the municipalities. Furthermore, the national level can implement legislation that clarifies and obligates regional and municipal health equity responsibilities. Clarification is necessary to resolve coordination issues, for example, in connection with regions responsible for supporting multiple municipalities with varying health equity policies. On top of these technical issues, successful implementation requires a substantial political commitment due to the internal municipal distributional consequences involved in creating long-term health equity in order to assist municipalities that struggle with the health divide.
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